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INTRODUCTION

The State of
Obesity

Introduction

Obesity rates have been rising for decades across states, ages, sexes,
and racial/ethnic groups, with continued increases during the
COVID-19 pandemic."***5° These long-term, cross-population trends
underscore the nature of the crisis as a population-level problem tied
to social, economic, and environmental factors in the United States,
most of which are outside of an individual’s control. Some of these
factors affect available choices and habits directly related to diet,
nutrition, and physical activity—for example, the availability, cost,
marketing, taste, and accessibility of nutrientrich foods like fruits
and vegetables versus calorie-rich foods like junk food and soda,

and the availability, safety, and convenience of active transportation,
parks, playgrounds, and facilities for exercise and physical activity.

It is also important to consider the role other factors—Ilike stress,
discrimination, poverty, economic opportunity, and food insecurity—

play in determining the health and well-being of every American.

New state-level data from the 17 states had statistically significant
Behavioral Risk Factor Surveillance increases in the adult obesity rates
System (BRFSS) confirm the trend with only one state (California) seeing
that adult obesity rates continued to a statistically significant decline, and
climb in 2021, as they have been for a total of 19 states now have adult
decades. Between 2020 and 2021, obesity rates at 35 percent or higher.™®

Percent of U.S. Adults and Youth with Obesity, 1988-2020
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In response to long-term increases

in obesity plus added complications
from COVID-19, the United States
needs to invest in long-term, evidence-
based programs that reduce obesity,
increase collaboration across public and
private sectors, build bolder and better
innovations and solutions, and devote
more attention and action to addressing
the underlying conditions and
structural and systemic inequities that

undermine many Americans’ health.

This is the 19th annual report by Trust for
America’s Health on the obesity crisis in
the United States. This year, our special
feature highlights food and nutrition in-
security among youth and families. This
report, as in previous years, also includes
a section that reviews the latest data avail-
able on adult and childhood obesity rates
(see page 24), a section that examines key
current and emerging policies (page 35),
and, finally, a section that outlines recom-

mended policy actions (page 52).

Adult Obesity Rates by State, 2021
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FAST FACTS ABOUT OBESITY
IN THE UNITED STATES

National Adult Obesity Rate,
2017-2020: 41.9 percent

Change in Adult Obesity Rate from
1999-2000 to 2017-2020:
37 percent increase

National Youth Obesity Rate,
2017-2020: 19.7 percent

Change in Youth Obesity Rate from
1999-2000 to 2017-2020:

42 percent increase

Source: NHANES

Number of States with Adult Obesity
Rates Above 35 Percent, 2021: 19

Number of States with Adult Obesity
Rates Above 35 Percent, 2011: O
Source: BRFSS

WHY DO WE FOCUS ON OBESITY?

Obesity is associated with a range of
physical and mental conditions at the
population level and is linked with higher
healthcare costs and productivity losses.

(1) Obesity increases the risk of a range
of diseases for adults—including higher
rates of complications and serious
illness from COVID-19, as well as type

2 diabetes, high blood pressure, heart
disease, stroke, arthritis, depression,
sleep apnea, liver disease, kidney
disease, gallbladder disease, pregnancy
complications, and many types of

cancer—and an overall risk of higher
morta|ity_9,10,11,12,13 14,15,16,17,18,19,20

(2) Children with obesity are also at
greater risk for certain diseases, like
type 2 diabetes, high blood pressure,

and depression, and they are more likely
to have obesity as an adult.?122:23:24.25
Children with obesity also have a higher
risk of hospitalization and severe illness
from COVID-19.2¢

(3) Individuals with obesity had higher
medical costs than lower-weight
individuals. A 2021 study found that
obesity accounted for $170 billion in
higher medical costs annually in the
United States.?” This includes billions
in extra costs to the Medicare and
Medicaid programs.?®2° Indirect, or
nonmedical, costs from obesity also
run into the billions due to missed time
at school and work, lower productivity,
premature mortality, and increased
transportation costs.*°

TFAH - tfah.org
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WEIGHT-BASED STIGMA AND DISCRIMINATION

People with obesity not only live with
additional health burdens, they are far too
often victims of stigma and discrimination.
Research has demonstrated that weight-
based discrimination is pervasive in
educational, workplace, and healthcare
settings, and even among friends and
family.34-3233 [t can include ridicule,
bullying, and fewer social, educational, and
employment opportunities, and a lower
quality of healthcare.®*

Weight-based discrimination can result

in measurable and often devastating
consequences, including social isolation,
mental health disorders, reduced wages,
and poorer educational, employment,

and healthcare outcomes.®*2%3" Evidence
shows that on an annual basis less

than three percent of eligible U.S. adults
with obesity are prescribed anti-obesity
medications or undergo bariatric surgery,
demonstrating lower quality healthcare
and barriers to treatment options for these
individuals.383° Weight-based bias is also
more significant for women than for men,
often compounding the disadvantages
women already face in the workplace and
other areas.**** What's more, experiencing
weight-based stigma actually increases
the risk of unhealthy eating and the
avoidance of exercise and healthcare.*?
Even though it is one of the most common
forms of discrimination in society today,
most people experiencing weight-based
discrimination lack legal protection.*®

One reason behind weight-based
discrimination is the unproven—but
widespread—nbelief that people with
obesity simply lack the self-discipline
to eat less and exercise more. Science,
however, is increasingly demonstrating
that obesity is a chronic disease and
its causes are complex and include
societal, biological, genetic, and

environmental factors, most of which are
not under an individual’s control.*+4%

Despite the fact that in 2013 the
American Medical Association adopted

a policy resolution recognizing obesity

as a chronic disease requiring treatment
and prevention interventions, healthcare
providers unfortunately often contribute
to weight-based stigma by assuming
their patients can reverse obesity simply
via lifestyle changes.*® A recent study of
healthcare professionals in 77 countries
found that a large majority believe that
obesity can be entirely prevented (57
percent) or cured (62 percent) simply by
adopting a “healthy lifestyle.”*” Medical
professionals need better education about
the latest science on obesity and training
on the most effective treatments to treat
it, including addressing social needs,
behavioral therapy and nutrition counseling
from professionals like registered
dieticians, anti-obesity medication, and
bariatric surgery. Likewise, both public
and private health insurers should cover
evidence-based comprehensive weight-
management programs and services.

Public health advocates also need to
consider their own role in contributing
to weight-based stigma, as public

health interventions that stigmatize
obesity may have the opposite of their
intended effect.*® This organization is no
exception. This report, for example, was
formerly called F as in Fat: How Obesity
Threatens Our Future. Recognizing those
words could stigmatize individuals living
with obesity, TFAH changed the report’s
name in 2014. In addition to changing
the title, the focus of the report has
increasingly broadened to include the
many social determinants of health

and underlying systemic inequities
associated with obesity.



2022 STATE OF OBESITY RECOMMENDATIONS

Trust for America’s Health offers the
following recommendations for federal,
state, and local policymakers and other
stakeholders. TFAH’s two guiding principles
when making these recommendations are:
(1) apply a multisector, multidisciplinary
approach (because a single effort in

just one sector or discipline is not likely
to have a significant impact); and (2)
intentionally focus on those populations
with a disproportionate risk of obesity.

A summary of TFAH’s recommendations
are below; the full recommendations are
on page 52.

1. Advance health equity by strategically
dedicating federal resources to efforts
that reduce obesity-related disparities by:

® Increase funding for Centers for Disease
Control and Prevention (CDC)’s National
Center for Chronic Disease Prevention
and obesity-prevention programs,
including the State Physical Activity
and Nutrition program, the Racial and
Ethnic Approaches to Community Health
program, and the Healthy Tribes program;

® Expanding the Social Determinants
of Health program at CDC to support
multisector collaborations to address
upstream drivers of chronic disease;

® |nstituting economic policies that reduce
poverty at a population level;

® Prioritizing health equity in planning and
decision-making at federal agencies; and

® Adapting federal grantmaking practices
to ensure that organizations that are best
able to conduct obesity-prevention activities
can navigate federal funding mechanisms.

2. Decrease food insecurity while improving
nutritional quality of available foods by:

® Making healthy school meals for all
permanent and, in the interim, encouraging
Community Eligibility Program participation,

and make permanent COVID-19 flexibilities
that expand nutrition access;

® Strengthening nutrition standards for
school meals and snacks;

® Maintaining eligibility, increasing value of
benefit, and ensuring there are no new
participation barriers in the Supplemental
Nutrition Assistance Program (SNAP);

® |[mproving diet quality in SNAP through
voluntary pilot programs and supporting
programs that promote healthy eating,
like SNAP-Ed and the Gus Schumacher
Nutrition Incentive Program (GusNIP);

® Expanding access to the Special
Supplemental Nutrition Program for
Women, Infants, and Children (WIC) for
young children and postpartum women
and continuing the increase in benefits
through FY 2023;

® Bolstering the Child and Adult Care Food
Program by allowing a third meal-service
option, increasing reimbursements,
simplifying administration, and
continuing funding for nutrition and
wellness education;

® Expanding support for programs that
promote maternal and child health,
including breastfeeding support;

® |Incentivizing healthy food options, like
adding healthful corner stores, community
gardens, and farmers’ markets; and

® |ncreasing outreach to eligible families
to apply for school meals and other
nutrition assistance programs.

3. Change the marketing and pricing
strategies that lead to health
disparities by:

® Closing tax loopholes and eliminating
business-cost deductions for advertising
of unhealthy food and beverages to
children on television, online, and places
frequented by children;

® Discouraging unhealthy food and drink
options by enacting drink taxes—and
using the revenue to reduce health and
socioeconomic disparities;

® |[mproving the nutrition quality of the
food that government agencies procure
to better serve public health and set an
example for the private sector; and

® |ncorporating local wellness policies that
reduce unhealthy food and beverage
marketing and advertising to children
and adolescents by prohibiting coupons,
sales, and advertising around schools.

4. Make physical activity and the
built environment safer and more
accessible for all by:

® |ncreasing federal education funding to
support health and physical education,
as well as programs that promote social-
emotional learning and improve health
outcomes for children;

® Codifying and funding the update of
the Physical Activity Guidelines for
Americans every 10 years;

® Boosting funding for active
transportation projects like pedestrian
and biking infrastructure and
recreational trails in addition to adding
flexibilities to projects to ensure all
communities are able to access funding;

® Making Safe Routes to Schools, Vision
Zero, Complete Streets, and non-
infrastructure projects eligible under the
Highway Safety Improvement Program;

® |[dentifying innovative methods for
conducting physical education and
prioritizing physical activity during
schooltime;

® Working locally to make community
spaces more conducive and safer for

physical activity and active transport and
encouraging of outdoor play.

TFAH - tfah.org
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® Adopting Complete Streets principles;

® Encouraging outdoor play and activity for
children via state and federal programs
and additional park development for
communities most in need.

5. Work with the healthcare system to
close disparities and gaps from clinic
to community settings by:

® [ncreasing access to health insurance
coverage by expanding Medicaid and
making marketplace coverage more
affordable;

® Clarifying to health insurers that obesity-
related preventive healthcare services
must be covered with no patient cost-
sharing like all other grade A or B
U.S. Preventive Services Task Force
recommendations;

® Expanding the capacity of healthcare
providers and payers to screen and refer
individuals to social service needs and care
coordination, sufficiently reimburse social
services providers, and better integrate
social needs data into medical records;

® Addressing social determinants of health
in communities with high levels of obesity,
through community-directed goals and
strategies, and evidence-based programs;

® Requiring Medicare to cover obesity-related
services such as obesity and nutritional
counseling and anti-obesity medications;

® Requiring and providing additional funding
for each states’ Medicaid program to
cover evidence-based, comprehensive
pediatric weight-management programs;

® Enabling Medicaid waivers to allow
community-based organizations to
be reimbursed for chronic disease
prevention activities, to further
incentivize cross-sector collaboration.

TFAH - tfah.org

WHAT IS OBESITY AND BMI?

“Obesity” means that an individual’s body fat and body-fat distribution exceed the
level considered healthy.*®%° Body-mass index (BMI) is a method often used as a
proxy for body fat and cardiometabolic risk since it is simple and inexpensive to
determine—no invasive tests, specialized equipment, or prior diagnoses required—
and thus more universally available.

It has several important limitations, however. First, while useful to estimate levels

of body fat across populations, the relationship does not hold for all individuals.

For example, muscular individuals often have lower body fat than their BMI would
suggest.>* The relationship of BMI to cardiometabolic risk is also imperfect. For
individuals, a more holistic understanding of family/personal history, lifestyle factors,
body fat, and body-fat distribution are important to assessing cardiometabolic risk.
On a population level, the risks at different BMIs systematically varies by sex and
race/ethnicity. For example, certain populations of Asian Americans have higher risks
of cardiometabolic diseases at lower BMIs, and Black Americans have lower risks at
higher BMIs. Some researchers have suggested adjusting BMI thresholds to more
accurately estimate cardiometabolic risks in different populations.?

BMI is calculated by dividing a person’s weight (in kilograms) by his or her height (in

meters) squared. The BMI formula for measurements in pounds and inches is:

BMI = ( Weight in pounds ) « 703
(Height in inches) x (Height in inches)

For adults, BMI is associated with the following weight classifications:

BMI LEVELS FOR ADULTS AGES 20 AND OVER

Below 18.5 Underweight
18.5t0 < 25 Healthy weight
25 to < 30 Overweight

30 and above Obesity

40 and above Severe Obesity

Medical professionals measure childhood obesity differently, comparing a child’s
BMI to children of the same age and sex since there are fluctuations with growth
and development. A child’s BMI is expressed as percentile of his or her peer group
and obtained from growth charts developed by the Centers for Disease Control and
Prevention using height and weight data from American children from 1963 to 1965
and from 1988 to 1994.53

BMI LEVELS FOR CHILDREN AGES 2-19

Below 5th percentile Underweight
5th to <85th percentile Healthy weight
85th to < 95th percentile Overweight
95th percentile and greater Obesity



SPECIAL FEATURE: Food and The State of
Nutrition Insecurity Among Obesity
Youth and Families
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Food and nutrition insecurity among youth and families is a critical
issue that underscores the importance of social, economic, and
environmental factors, as well as the role that safety-net programs
play in ensuring the health and well-being of young Americans.
This section explores the intersection of childhood obesity and
food and nutrition insecurity, food-assistance programs during

COVID-19, and related federal and state policies and programs.

WHAT IS FOOD AND NUTRITION SECURITY?

The U.S. Department of Agriculture shortage of food in the house. Little
(USDA) defines food security as “access or no indication of changes in diets
by all people [in a household] at all times or food intake.

to enough food for an active, healthy i

. . . . 3. Low food security: Reports of

life.”®* Households with food insecurity . . o
reduced quality, variety, or desirability

of diet. Little or no indication of
reduced food intake.

report “being worried food would run
out,” that “the food bought did not
last,” and that they “could not afford a

balanced meal.” Households with very 4. Very low food security: Reports of
low food security additionally report they multiple indications of disrupted eating
“cut the size of meal or skipped meal,” patterns and reduced food intake.

“ate less food than felt [they] should,”

. Nutrition security includes food access
and “were hungry but did not eat.”®® . .
. as well as the nutritional quality of
There are four levels of food security:

the foods available, including whether
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1. High food security: No reported it meets the Dietary Guidelines for
indications of food-access problems Americans. As defined by USDA,
or limitations. nutrition security is “consistent access

5 X to nutritious foods that promote optimal
2. Marginal food security: One or . .
health and well-being for all Americans,

two reported indications—typically, .
throughout all stages of life.”®®

anxiety over food sufficiency or a
WHAT IS NUTRITION SECURITY? HOW DOES NUTRITION SECURITY
Consistent access to nutritious foods that promote optimal health and BUILD ON FOOD SECURITY?

well-being for all Americans, throughout all stages of life.

(4
@ -
- + @ + Food security is having enough calories.
Nutrition security is having the right calories.

Nutrition Food Diet Quality Equity
Security Security

6606 JAAINALJAS

Source: USDA
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CHILDHOOD OBESITY AND FOOD INSECURITY

For children and adolescents, food
insecurity is associated with a lower-
quality diet and a range of poor physical
and mental health outcomes—including
higher odds of having asthma, anemia,
and fair or poor health and a higher risk
of cognitive issues, aggression, anxiety,
depression, behavior problems, suicide,
ideation, and hospitalization.””* It is hard
to separate the effects of food insecurity
from poverty and other socioeconomic
factors, since they overlap closely, and
both influence diet habits and quality,

as well as overall stress and well-being

of families.” Several recent studies have
found that food insecurity is associated
with childhood obesity independent from
poverty and other socioeconomic factors,
although earlier research findings have

been mixed. 60616263

Several theories explain the link between
food insecurity and obesity; many are
related to the social, economic, political,

and environmental conditions that are

the underlying drivers of both food

insecurity and obesity.

(1) The “insurance hypothesis” posits
that the bodies of food-insecure people
store up extra fat as an insurance
policy in the event of famine, based on
an evolutionary response to previous

episodes of food scarcity.**

(2) A social determinants of health theory
attributes obesity among low-income
households (who are disproportionately
likely to be food-insecure) to their
financial and physical environments.

The theory posits that individuals who
lack money to purchase fresh fruits

and vegetables have few safe spaces for
physical exercise and have limited access
to supermarkets with affordable and
nutritious food items—but easy access
to inexpensive, high-calorie processed
foods—are more likely to have obesity.*>%
(3) A similar set of theories assigns

responsibility for obesity to a person’s

social environment, noting that dietary
habits are learned behaviors and
attributable to local traditions, cultural

factors, and one’s social network.%”%%

(4) Another theory connects the high
levels of stress, anxiety, and depression
stemming from poverty-related
financial and emotional pressures to
higher levels of obesity via hormonal
and metabolic changes as well as
unhealthy coping habits around eating

and physical activity.®

(5) Several studies have suggested
that nutrition policy—specifically the
Supplemental Nutrition Assistance
Program (SNAP) and its monthly
rotation—may encourage participants
into a “feast-or-famine” cycle in which
they overeat during the first three
weeks of the month but then face food
insecurity during the month’s final
week, as cyclical food restriction has

been linked to body-fat increases.”"!

FIRST 1,000 DAYS OF LIFE

Childhood exposures in the first days—from gestation to 2
years old—can have lifelong protective or negative effects on
health and wellness.” Early experiences affect neurological
function, social skills, as well as development throughout the
body, due to the extra adaptive ability of brains in their first
years.” This can be disrupted by negative exposures like
stress, toxins, malnutrition, and disease.”™

maternal stress, and birth weight and infant weight gain that
can influence child weight in the first years.”® A promising
intervention is to start prevention for childhood obesity early—
since maternal health affects pregnancy and child health
outcomes—and think holistically about the health and well-
being of mother and child before, during, and after pregnancy.””

These include individual-level measures, like monitoring

maternal risk factors and education on dietary patterns early

In terms of obesity, certain processes like weight pattern,

in life, as well as community- and system-level measures like

metabolism, and number of fat cells also develop early in

strengthening infrastructure and support systems around

life.” Additionally, there are prenatal and postnatal influences

like maternal weight and gestational weight gain, gestational

maternal care, postnatal care, breastfeeding support, and early

childhood care.”®

diabetes, breastfeeding, gut microbiome, toxin exposure,

TFAH - tfah.org



FOOD INSECURITY AND FOOD ASSISTANCE PROGRAMS DURING COVID-19

The COVID-19 pandemic added new
obstacles and exacerbated existing
barriers to healthy eating and physical
activity in 2020 and 2021, including
disrupting food and nutrition security for
families and youth. The disruption took
several forms, starting with widespread
job loss causing financial insecurity and
school closures interrupting food services
at the beginning of the pandemic in
March 2020, and continuing supply-chain
issues that have caused higher prices and

limited availability of certain goods.

In addition to long-standing safety-net
programs, Congress passed legislation in
2020 and 2021 that helped stabilize the
financial and food security of millions
of Americans, namely through the 2020
Families First Coronavirus Response Act
(FFCRA); the 2020 Coronavirus Aid,
Relief, and Economic Security (CARES)
Act; the Fiscal Year 2021 Appropriations
bill; and the 2021 American Rescue
Plan Act™#8182 The FFCRA included
authorization for USDA to extend
emergency waivers to support food
access during the pandemic, and the
2021 appropriations bill extended the
authorization into 2022. % States can
continue some through the end of the
2022-2023 school year.** Some key
emergency interventions were directed

at the population overall, including:

® Economic assistance to many
Americans via (1) stimulus payments
(three rounds totaling $1,200 for adults
and $500 for dependent children
in 2020, and $2000 for adult and

dependent children in 2021); (2) three
pandemic unemployment programs
(created in spring 2020 and extended
through September 2021) to provide
extra relief for individuals who lost jobs;
and (3) additional federal tax credits
in 2021 to support working adults and
families (Child Tax Credit, the Earned
Income Tax Credit, and the Child and

Dependent Care Tax Credit).5-86:87.88:80.90

® Additional emergency food
assistance, like additional funding
for USDA’s Emergency Food
Assistance Program, which provides
food and assistance to food banks
and pantries across the country, and
the Commodity Supplemental Food
Program, which provides food to low-

income seniors. 929

® New flexibilities and higher benefits
for SNAP. In spring 2020, USDA
approved waivers for additional
benefit allotments to families who
did not qualify for the maximum
SNAP benefit, extended certification
periods, suspended work-requirement
time limits, and expanded the online

grocery-purchasing pilot program.?*5:9

Other emergency responses focused
more directly on youth, with waivers to
add flexibility to school meals programs
and the Special Supplemental Nutrition
Program for Women, Infants, and
Children program to cope with pandemic

restrictions and closures. These included:

® A new cash-benefit program for

children in response to school

closures plus additional benefits and
flexibilities for existing child nutrition
programs. In spring 2020, FFCRA
created the Pandemic Electronic
Benefit Transfer (P-EBT) program

to provide cash benefits to children
missing school meals during the
pandemic, and USDA waived some of
the existing child nutrition program
requirements, including: offering
free meals to all children in schools,
providing a higher reimbursement
rate for each meal served, permitting
the summer meal programs to
operate during the school year,
allowing meals to be served outside
traditional times and for parents/
guardians to pick up meals for their
children, and permitting meals to

be served in non-group settings.””%
The rule changes were extended
through the end of summer 2022, with
some administrative flexibilities and
higher reimbursements through the
2022-2023 school year. Other meal
flexibilities, including free meals for
all, will end on September 30, 2022.991%°

Additional benefits for the WIC
program. In spring 2020, USDA
changed the rules for WIC participants
to receive benefits remotely, to re-
enroll without visiting a clinic, and
to postpone certain medical tests.
In addition, the American Rescue
Plan provided funding for program
modernization (e.g., improving in-
store shopping experiences) and
increased benefits for fruits and

vegetables purchases.'1%?
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In spring 2020, 21 million Americans
lost jobs, leading to the highest
unemployment rate on record.'”
Despite the economic situation

for millions of Americans, overall
household food insecurity was stable
in 2020."* Demand for food-assistance
programs paralleled the economic
situation and the programs ramped
up to meet increased need. Between
February 2020 and June 2020, SNAP
participation increased by 6 million
people (from 36.9 to 42.9 million).'”®
Food-pantry usage also jumped in 2020,
with a record 6.7 percent of all U.S.
households reporting to have used a
food pantry (up from 4.4 percent in
2019). The previous highest rate was
5.5 percent in 2014.'° These suggest
that together these long-standing and
emergency programs largely worked as
designed and served as a safety net for
many in the general U.S. population
during the COVID-19 pandemic.

These efforts were less successful at
maintaining food security among

certain populations, including among

youth and families, over the year despite
additional programs and flexibilities
aimed to help. Participation in the
school breakfast program decreased 5
percent and the school lunch program
decreased 31 percent between the
2018-2019 pre-pandemic school year
and the 2020-2021 school year.""”
Some of this decrease was absorbed by
the P-EBT program, which provided
alternative benefits during school
closures. Yet inequities remained for
some families. In 2020, 14.8 percent of
households with children in the United
States were food-insecure, a statistically
significantly increase over 2019, when
the rate was 13.6 percent, and the first
increase in a decade. These increases
held for food insecurity specifically
among children (versus the whole
household) and very low food security
among children. The increases were
among married couples with children
and Black and Latino households with
children. Single-parent and white
households with children did not have

increases in food insecurity.'”®

Food insecurity in U.S. households with children became more prevalent in 2020

m Food insecurity in households with children
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In 2022, another food insecurity issue
rose for families of very young children:
a nationwide shortage of infant
formula. The shortage stemmed from

a combination of several problems,
including: (1) supply chain issues

for ingredients and manufacturing
supplies, and labor shortages related to
the COVID-19 pandemic; (2) a major
manufacturing safety failure that caused
a factory that makes 40 percent of infant
formula for the whole country to close
for months; and (3) the concentration
of formula manufacturing to only a few
companies and other features of the
infant formula market that constrained
increasing production sufficiently to
compensate for the closed factory.'**!?
The Biden Administration and
Congress have taken important steps
to address the immediate situation
including working to reopen the closed
factory, helping other manufacturers
obtain limited supplies and boost
production through the Defense
Production Act, temporarily increasing

foreign imports, and adding flexibilities

for families in WIC to purchase any
brand of formula available.'"! Additional
longer-term fixes for the infant formula

market also should be considered.

Without the long-standing and
emergency programs, the increase in
child food insecurity would have certainly
been much, much worse over the past
few years. The increase suggests that
there are improvements and gaps to
consider, including (1) ways to bolster
support of youth and families regarding
economic and food security now; (2)
research on households who became food
insecure during the pandemic and how
to ensure youth who depend on school
meals continue to get healthy foods; and
(3) more planning on how to protect
children and families during future
economic downturns and large-scale
emergencies. The next subsection, on
page 14, covers key programs related to
food security, and the recommendations
sections, starting on page 52, includes
suggestions on how to improve youth

food and nutrition security.

THE CHARITABLE FOOD SYSTEM IN THE UNITED STATES

Food banks (which accept donations,
store, and provide food to other
organizations and programs) and

food pantries (places where food is
distributed to the community) are two

key components of the charitable food
system.'*? Feeding America estimates that
60 million people received more than 6
billion meals from private food-assistance
programs in 2020. This was a 44 percent
increase in meals over 2019.113

A 2021 study found that the average
patron of food pantries was age 51,

white, female, had a high school
diploma/GED, and had health
insurance. Most people in the highest-
usage class were in households that
had trouble paying for medical bills.
Approximately half had to decide
between food or medication to afford
the other at least once.**

Each community has unique needs and
barriers to overcome, like reaching older
adults through mobile food pantries or
reaching children and families through
school food pantries.

TFAH

- tfah.org

13



14

RELATED FEDERAL AND STATE POLICIES AND PROGRAMS

There are a number of critical food and nutrition assistance policies and programs that serve

children and families in the United States. This subsection describes the history, purpose, and

issues of key programs.

Federal Hunger and Nutrition Assistance: Special Supplemental Nutrition Program for Women,
Infants, and Children, School/Child Nutrition Programs, Supplemental Nutrition Assistance Program,

and Nutrition Incentive Programs

Special Supplemental Nutrition Program for Women, Infants, and Children

The Special Supplemental Nutrition
Program for Women, Infants, and
Children (WIC) provides healthy food,
nutrition education, breastfeeding
support, and healthcare referrals to
low-income pregnant, postpartum,

and breastfeeding women and their

federal program since 1975, WIC is
funded by the federal government
and administered by USDA’s Food
and Nutrition Service and by state
and local agencies.""® The program is
one of the nation’s largest nutrition-

assistance programs and helps

million children annually."® The

WIC food packages must meet high
nutritional standards, and studies have
found that, after these nutritional
requirements were strengthened in
2009, obesity rates among children in

the program declined.!"”!1119

children up to age 5. A permanent

provide food security to nearly 5

THE IMPACT OF WIC FOOD PACKAGE CHANGES

WIC provides its participants with an EBT card they can use at
authorized grocery stores to purchase specific foods that meet
the nutritional needs of eligible family members. These food
packages include items such as milk, infant formula, eggs,
bread, canned fish, and produce. There are seven different food
packages based on a recipient’s age, breastfeeding status, and
health needs. In 2007, USDA revised these packages to better
align them with the Dietary Guidelines for Americans, and states
were required to implement these changes by August 2009. The
changes added more fruits, vegetables, and whole grains to the
packages, reduced the allowable fat levels in milk and infant
formula, and eliminated juice from the infant food package.*?°

In the decade prior to the food package changes (2000—
2010), the obesity rates among children ages 2 to 4 enrolled

in the WIC program had been increasing.*?* After the food
packages were improved, obesity rates among these children
declined.*?2123 These improvements were statistically significant
among all racial and ethnic groups studied.*?* Another study
published in 2021 found that high weight-for-length rates
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among WIC-enrolled infants—a risk factor for obesity later
in life—also declined following implementation of the food
package improvements.*?®

This fall, USDA is expected to release a revised food package
that follows the National Academies of Sciences, Engineering,
and Medicine’s WIC food package recommendations and 2020-
2025 Dietary Guidelines for Americans for infants, toddlers,
pregnant women, and breastfeeding women.*?® The National WIC
Association recommends a higher value of WIC benefits across
food packages to help adult, infant, and child participants meet
nutrition requirements of the Dietary Guidelines for Americans.
The National WIC Association also suggest adding in flexibility

to rules that are hard to follow and limit usefulness in certain
circumstances and populations—for example, including frozen,
canned, and dried fruits and vegetables in addition to fresh fruits
and vegetables; allowing purchase of larger whole grain packages
sizes (e.g., 24-ounce loaf of bread) that are more common and
lower cost; and allowing substitutions to accommodate food
allergies/sensitivities and religious practices.*?’



WIC has long promoted breastfeeding
as a component of its nutrition
education program, part of its mission
to safeguard the health of women

and children. Recognizing that WIC
recipients have lower breastfeeding
rates than the population as a whole,
the Healthy, Hunger-Free Kids Act
(HHFKA) of 2010 explicitly added
breastfeeding promotion and support
to WIC’s mandate, expanded WIC’s
successful peer counselor program,
and strengthened breastfeeding data
collection requirements.'**'#? Since
then breastfeeding rates have improved
among the WIC population: for
example, breastfeeding initiation has
increased from 63 percent in 2010 to 72

percent in 2020.190-131

For nearly a decade, the number of
enrollees in WIC has declined. In FY 2021,
6.2 million Americans were in enrolled
in WIC, the lowest level since the early
1990s."*2 The lower enrollment stemmed
mostly from challenges in retaining
children in the program. In 2019, nearly
all eligible infants participated in WIC,
but less than one-quarter of eligible
4-year-olds participated.'” Surveys of
participants showed that the barriers

to receiving services and benefits are

not always worth the limited value

of benefits."**'¥ Some technological
advancements have been made in recent
years, including replacing paper vouchers
with electronic benefit transfer (EBT)

cards.!®¢

Other aspects of the program,
however, have not fully transitioned to the
digital age. For example, online payments
systems are not yet available, though

development is underway.'*"!%

More recently, many temporary
program flexibilities were successfully
introduced during the pandemic—such
as permitting participants to re-enroll
without visiting a clinic."”® One 2022

study found that WIC participants

reported a high level of satisfaction
with virtual visits and other remote
services.' These flexibilities seem to be
boosting child retention as well. While
infant and adult participation declined
in 2021—likely tied to a lower birth

rate at the beginning of the COVID-

19 pandemic—child participation
increased by 9 percent between
February 2020 and February 2021112
Currently, the temporary flexibilities are
slated to phase out in the 90 days after
the end of the COVID-19 public health
emergency, which was re-extended on
July 15 through October 13, 2022.143-114

The higher child retention, however,
demonstrates not only the popularity

but the necessity of continuing program
flexibilities and further modernization
efforts. In September 2021, a task force—
convened by USDA at the direction of
Congress—urged USDA to modernize
and streamline WIC in order to reduce
barriers to participation, including the
rule prohibiting online purchasing.'*
Researchers have likewise argued that
WIC needs to modernize to more
effectively serve its participants and
reduce childhood food insecurity."®

And, many public health advocates have
recommended improving the program by
making permanent many of the COVID-
19 waivers and easing cross-enrollment
with other federal programs by creating a

common application portal.'’

For FY 2022, Congress appropriated $6
billion for the WIC program, including
$90 million for its breastfeeding peer-
counselor program and $14 million for
infrastructure, identical to its FY 2021
funding level."*® The bill also includes
$834 million to maintain the produce
“benefit bump”—which was instituted
in 2021 as part of the American Rescue
Plan, more than tripling the WIC

fruit and vegetable benefit.'*? A recent

multi-state survey of WIC participants

unsurprisingly found that the bump
resulted in increased fruit and vegetable

intake among children in the program.'™

Child Nutrition Programs

Since 1946, the National School Lunch
Program (NSLP) has provided healthy
meals to America’s schoolchildren.

The $15 billion NSLP—along with the
School Breakfast Program, Special
Milk Program, Child and Adult Care
Food Program (CACFP), Summer Food
Service Program (SFSP), Fresh Fruit
and Vegetable Program, and Farm to
School Grant Program—combine to
form USDA’s child nutrition programs,
collectively the nation’s second-largest
nutrition-assistance program. These
programs are federally funded,
administered by USDA’s Food and
Nutrition Service and state agencies, and
operate in public and private schools,
daycare centers, after-school programs,

and residential childcare centers.'>!

NSLP is the largest of the programs: it
served 4.8 billion meals in FY 2019,
while the School Breakfast Program
served 2.4 billion.'"” Both programs
serve nutritious meals to children

in schools and residential childcare
institutions at low or no cost.!>15
Schools that do not participate in either
program, or who have half-day students,
can participate in the Special Milk
Program, which reimburses schools

for the milk they serve."”®* CACFP
reimburses childcare centers, after-
school programs, and adult daycare
centers for the cost of meals they
serve.'” The SFSP serves free healthy
meals and snacks to schoolchildren

in low-income communities during
summer vacation.'®® The Fresh Fruit and
Vegetable Program provides fresh fruits
and vegetables as a healthy snack option
for students,' while the Farm to School
Grant Program helps improve access to
160

local foods in eligible schools.
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In the wake of COVID-19, USDA
instituted a number of waivers to

make it easier for the child nutrition
programs to serve their recipients
during the pandemic. Most of these
waivers remained in place for the 2021-

2022 school year, including:

® Permitting meal service outside

normal school hours;

® Allowing parents and guardians to

pick up meals for their children;

® Allowing meal service in non-group

settings to permit social distancing;

® Permitting meals to be served that do
not meet the programs’ nutritional
requirements, including serving
chocolate milk and fewer whole

grains.'®!

Also in place through at least the

summer of 2022 is the temporary

P-EBT federal program, which helped
children during childcare and school
closures by providing food benefits to
their families via debit cards that could
be used to purchase groceries.'® Prior
to the pandemic, there was a similar
EBT pilot program that operated in
only a few states during the summer
months. This broader program allows
all states approved to offer P-EBT
during the school year to continue the
program during the summer, when
there is traditionally a seasonal rise in
food insecurity. If all states participated
in the program in the summer of
2022, the Center on Budget and Policy
Priorities estimated it could help feed

more than 36 million children.'®

The FY 2022 appropriations bill
provided $26.9 billion for the child

nutrition programs, including:

® $14.7 billion for the NSLP;

@ $5.2 billion for the School Breakfast
Program and $6 million for program

expansion;
® $4.3 billion for CACFP;

@ $581.1 million for the SFSP and
$45 million for the Summer EBT

demonstration project;

@ $12 million for Farm to School Grants
and $6 million for the Farm to School
Tactical Team, which helps school
districts and community partners

implement the program; and

® $6 million for the Special Milk

Program 164,165

The report accompanying the
appropriations bill specifically noted that
“the Summer Electronic Benefit Transfer
(EBT) has proven to lower food insecurity
among children” and encouraged USDA

to expand the program.'®

THE IMPORTANCE OF HEALTHY SCHOOL MEALS TO STUDENTS

USDA'’s child nutrition programs ensure that millions of American
children are eating healthy meals on a regular basis, lowering
food insecurity for them and their families.*®” One study found
that the National School Lunch Program alone reduces the risk of
food insecurity by 14 percent.'®® Conversely, during the summer
months, when children are not in school, food insecurity rises
among families whose children participate in the NSLR'®°® School
meal programs also provide a consistent source of nutritious
food. A 2021 study that analyzed the diets of more than 50,000
Americans found that meals served at schools were higher in
nutritional quality than food from any other source and that
school meals had improved significantly on this score between
2003-2004 and 2017-2018.17° Another study published in
2019 found that participants in the school meal programs ate
more nutritious lunches and breakfasts than their peers.*™

In addition to providing nutritional benefits, school meals are also
linked to healthier weight. One study found the School Breakfast
Program to be associated with significantly lower BMI.*"? Note
that this study was conducted before the nutritional standards
were strengthened in 2012. Two more recent studies found that
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improving the standards reduced obesity risk for school meal
participants. A study published in 2020 found that, due to the
nutritional improvements required by the HHFKA, there were
500,000 fewer cases of obesity among children living in poverty

in 2018.172 Another study published in May 2022 found that, prior
to the HHFKA, school lunches may have been contributing to rising
obesity rates, as children participating in the program were more
likely to have a high BMI. After the HHFKA strengthened the school
meal nutritional standards, however, this difference disappeared.*’

As noted elsewhere in this report, during the pandemic, schools
have been permitted to operate under temporary and more
lenient nutritional standards than the HHFKA required. These
temporary standards remained in effect through the end of

the 2021-2022 school year.t’® New transitional standards—
stronger than the temporary standards but weaker than the final
HHFKA standards—will govern the program during school years
2022-2023 and 2023-2024,7¢ as schools recover from the
pandemic and USDA works on new, long-term standards. USDA
anticipates new standards for the 2024-2025 school year.*’”



Supplemental Nutrition
Assistance Program

The Supplemental Nutrition Assistance
Program (SNAP), formerly called “food
stamps,” is the nation’s largest nutrition-
assistance effort. It helps feed more
than 41 million low-income people
every year by providing them funds on
an EBT card that can be used to buy
groceries.!”™ The federal government
pays for SNAP benefits and shares the
cost of administering the program with
the states."”” More than two-thirds of
SNAP participants are in households
with children; thus, the program

plays a critical role in preventing food
insecurity among young people and

their families.'®°

During the pandemic, the SNAP
program was temporarily made more
flexible: the certification periods were
extended, work-requirement time limits
were suspended, and a pilot program
that allows online purchasing with
SNAP benefits was expanded.'8!-182183

In addition, SNAP benefits were also
temporarily increased: the maximum
monthly benefit was raised by 15
percent (which ended on September
30, 2021) and additional emergency
allotments were provided to families
who did not qualify for the maximum
benefit. 84185180187 A5 of August 2022,
emergency allotments are still in effect
in the 13 states that continue to have
an ongoing state-level COVID-19 public
health emergency declaration, although
most are slated to expire soon.'s*'% In
2021, USDA modernized the Thrifty
Food Plan—which estimates the cost of
a healthy diet and is used to calculate
SNAP benefits—to better reflect
current food costs and eating habits.'"
As a result, the average SNAP benefit
increased by 21 percent beginning

on October 1, 2021.! Prior to these
changes, a 2021 survey had revealed
that 61 percent of SNAP recipients
found the cost of nutritious foods a

barrier to eating a healthy diet.'"®

For 30 years, SNAP has also included
an educational component called
Supplemental Nutrition Assistance
Program Education (SNAP-Ed), which
funds nutrition and obesity-prevention
programming for SNAP recipients. Just
a few of SNAP-Ed’s accomplishments in

the last few years include:

® Establishing 28 school and

community gardens in Alabama;'®®

® Encouraging West Virginia children to
try new fruit and vegetables purchased

with coupons at farmers markets;'** and

® Getting Iowa children moving by
incorporating physical activity and yoga

into their before-school program.'®®

The FY 2022 appropriations bill funded
SNAP at $140.4 billion, including $464
million for SNAP-Ed.""*!¥7 This funding
level is expected to fully fund FY 2022
participation, including emergency

allotments.'?®

KEY PROVISIONS OF FARM BILL 2023

Every five years, Congress must pass a comprehensive Farm Bill

to authorize a host of agriculture and food programs, including

® The Emergency Food Assistance Program;

® Commodity Supplemental Food Program;

SNAR Nutrition programs make up more than three-quarters of

the bill's cost, with SNAP accounting for the vast majority.**°

The current Farm Bill expires in 2023, and work on the next bill

has already begun, with both House and Senate committees
of jurisdiction holding hearings in early 2022.2°° The 2018
debate included contested deliberations over SNAP’s work

requirements,?°12%2 and those are likely to resume in 2023,
along with discussions about whether benefits should return to

pre-pandemic levels.

® Senior Farmers’ Market Nutrition Program; and

® Gus Schumacher Nutrition Incentive Program.2°3

While the bill also includes some food distribution in schools,

the major child nutrition programs are authorized elsewhere.?**

The Farm Bill also includes subsidies for certain crops
(primarily grains) that some argue have contributed to the

obesity crisis.?°2% To help subsidize healthy foods, public

health experts have proposed adding fruits and vegetables to

Other federal nutrition programs authorized by the Farm Bill include:

® Food Distribution Program on Indian Reservations;

the commodity crop program in the new Farm Bill, as well as

including other supports for fruit and vegetable farmers.2°"
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Nutrition Incentive Programs

The Gus Schumacher Nutrition
Incentive Program (GusNIP) is a
competitive grant program that funds
projects that encourage SNAP recipients
to eat healthier by purchasing more
fruits and vegetables.?” Created by the
2018 Farm Bill, GusNIP is the successor
to the Food Insecurity Nutrition
Incentive grant program and is
administered collaboratively by USDA’s
Food and Nutrition Service and National
Institute of Food and Agriculture. 2092
For FY 2022, GusNIP has available:

@ $33.9 million for nutrition incentive

grants, which support point-of-

purchase incentives, such as “buy one,

get one free”; and

® $4.9 million for produce prescription
grants, which fund programs
where healthcare providers write
“prescriptions” for fruits and
vegetables that can be redeemed for

fresh produce.?"

Nonprofit organizations and
government agencies can apply for
these grants. Part of GusNIP’s purpose
is to bring together various stakeholders
in local food and healthcare systems,
and USDA encourages applicants to

work collaboratively on their projects.?'?

Childcare and Education Settings: Head Start, Early Childhood
Education State Requirements, K-12 Local Wellness Programs,

and Smart Snacks
Head Start

Head Start helps prepare preschool-
aged children from low-income families
to succeed in school by providing
educational, health, and social services
to them and their families. It includes
Early Head Start, which serves infants
and toddlers. The Administration

for Children and Families, an agency
within the U.S. Department of Health
and Human Services (HHS), manages
the program on the federal level and
provides oversight to local agencies.*”
The program served more than 850,000
children in 2020.2"* In 2022, HHS

made it easier for families to access the
program by announcing that children
in SNAP-eligible families would be
automatically eligible for Head Start.?'

Head Start programs provide healthy
food to their participants via either
CACFP or the NSLP.?'® The program
also supports breastfeeding and
provides free formula to families.?”

Since 2016, federal standards have

required the program to actively
engage in obesity prevention both in
the classroom and through its family-

partnership process.?'®

Children who participate in Head
Start are healthier than their peers

on a number of scores, and one study
found that children who entered Head
Start with an unhealthy weight status
were significantly more likely to have

a healthier BMI when they started
kindergarten than a comparison
group.?'®#0 In addition, a 2019 study of
predominantly Black and Latino Head
Start students in Harlem found that
the 4-year-olds significantly improved
their knowledge and attitude of a
healthy lifestyle after learning about

a healthy diet and physical activity in
Head Start.?”!

Congress appropriated $11 billion
for Head Start in FY 2022, a slight
increase over the FY 2021 level of
$10.7 billion.2??



Early Childhood Education State
Requirements

The Child Care and Development
Fund is a block-grant program that

assists low-income families with the
cost of high-quality childcare. It is
funded by the federal government
and administered by the states.?® To
receive federal funding, child-care
providers must meet state-mandated
early childhood education health
and safety requirements, which
often include nutrition and physical-

activity benchmarks.?**

Congress appropriated $6.2 billion
for the Child Care and Development
Block Grant for FY2022, a slight
increase over the FY 2021 funding
level of $5.9 billion.??®

K-12 Local Wellness Programs

The federal government requires
every school district that participates
in a federal child nutrition program
to develop and implement a local
school wellness policy that promotes
the health of students and addresses
childhood obesity.?*® These policies

are required to:

® Establish nutrition-education,
nutrition-promotion, and physical-

activity goals;

® Include nutrition guidelines for all
foods and beverages available on

campus; and

® Limit food marketing to those
products that meet the Smart Snacks

in Schools nutrition standards.??’

A review of school-district wellness
policies during the 2014-2015 school
year, however, found that only 57
percent of policies included all federally

required topics.?*

School districts are required to assess
their local wellness policies every three
years;**” however, the most recent due
date fell in June 2020, during the height
of the pandemic, so USDA extended the
deadline until June 30, 2022.2%

Smart Snacks

All food sold at schools—including food
sold in vending machines, at school
stores, and at school fundraisers—must
meet the Smart Snacks federal nutrition
standards, which are similar to the child
nutrition program requirements. Snacks
sold after school hours, food intended
to be eaten off school property, or

food provided for free—for example,
cupcakes brought in for a student’s
birthday—do not have to comply. States
can also exempt infrequent school

fundraisers from the standards.?!
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Centers for Disease Control and Prevention Childhood Obesity
Research, Data, and Education Programs

Childhood Obesity Research
Demonstration program

The Childhood Obesity Research
Demonstration (CORD) project, now in
its third grant cycle, which lasts through
2024, focuses on adapting, testing,

and packaging effective programs for
prevention and treatment of obesity
among children from low-income
families. Building on lessons from its first
two cycles, CORD 3.0 research teams are
implementing their programs in multiple
settings, with a focus on sustainability,
cost-effectiveness, and social determinants
of health, and producing consumer-
friendly intervention materials that can be
used by health systems, community health
centers, other healthcare providers and
community organizations that serve low-

income families.?*?

COMMIT!

The Childhood Overweight and
Obesity Management Models in

Teams (COMMIT!) is a joint project

of the Centers for Disease Control and
Prevention (CDC) and the National
Association of Community Health
Centers to improve evidence-based care
quality in community health centers.
COMMIT engages state primary care
associations and Federally Qualified
Health Centers to implement high-
quality childhood growth-related health
services and family healthy-weight
programs that meet national guidelines
and recommendations. Along with
CORD, COMMIT! is part of CDC’s
effort to adapt proven obesity-prevention

programs for low-income communities.?**

Clinical-Community Data Initiative

CDC leads the Clinical-Community
Data Initiative (CODI), which collects
critical data about obesity-prevention
programs and how well they work in
clinical and community settings. Using
innovative information-technology
tools, the effort links the individual
health records of children across
various systems that collect data—such
as healthcare systems, insurers, and

the U.S. Census—thereby improving
research and evaluation capabilities.
The information includes clinical
health outcomes, weight-management
intervention results, and individual and
community demographic information.
To protect patient privacy, CODI uses
technology that encodes personally
identifiable information before it
leaves an individual organization’s
firewall. Between 2018 and 2021, CODI
was pilot-tested in Denver. In 2020, it
expanded to North Carolina’s Research
Triangle area, and starting in 2021,

the initiative broadened to also assess
social determinants of health, chronic
diseases, and the effects of COVID-19.%%

CDC Early Childhood Education
Programs

Because most young children are
cared for outside of the home and
many lifelong eating habits develop
in early childhood, early childhood
education (ECE) settings are critical
for obesity prevention. CDC has
developed a number of tools to

help ECE providers and the states

who license them to embed obesity



prevention into their standards and

programs. For example, CDC promotes
47 high-impact standards, which are

a subset of standards from “Caring

for our Children’s Special Collection,
Preventing Childhood Obesity.”** These
standards were identified as most likely
to prevent childhood obesity when
embedded in the policies and practices
of ECE programs. Examples include
encouraging breastfeeding, serving
whole grains and other healthy foods,
limiting screen time, and providing
adequate space for both indoor and
outdoor play. CDC publishes a scorecard
that assesses how well each state
addresses obesity prevention in its ECE-
licensing standards.?*® Its most recent

scorecard was published in 2020. The

average score states earned was a 64,
with the majority of states improving

their scores since 2010.2%”

CDC works across centers and agencies
to provide additional support to ECE
locations. For example, the State
Physical Activity and Nutrition program
helps integrate nutrition and physical
activity standards into early childhood

education systems.

In coordination with USDA’s Office

of Community Food Systems, CDC
also supports Farm-to-ECE programs,
which introduce children to fresh,
local produce and the outdoors while
encouraging healthy eating habits. For
FY 2022, Congress appropriated $2

million for this initiative.?

TFAH
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Q&A with Dr. Hilary Seligman:

Improving Americans’ Nutrition Security Requires Legislative Action

Hilary Seligman, M.D., MAS, is a
professor at the University of California,

San Francisco, with appointments in the
Departments of Medicine, Epidemiology,
and Biostatistics. Her research and
advocacy work focuses on food insecurity,
its health implications, and the needed
policy responses.

TFAH: Food insecurity is obviously a
serious problem in the United States.
Can you also talk about the issue of
nutrition insecurity and the relationship
between the two?

Dr. Seligman: First, it’s important

to recognize that the food-security
construct always considered access to
nutrition, not just calories. But, the
sector’s new focus on nutrition security
has helped emphasize the importance
of providing not just food but food that
meets people’s health and nutrition
needs. The construct of nutrition
security is also strongly related to issues
of equity and the massive burden of
early mortality in our country that is

related to poor diets.

TFAH - tfah.org

TFAH: Can food banks and charitable
food networks address hunger and

improve nutrition?

Dr. Seligman: Yes, of course they can,
and they must. The charitable food
system as a whole has made massive
investment and progress in this area

over the last decade. What I do want

to call attention to though is that the
same forces that make it difficult for
individuals to afford and prepare healthy
food make it difficult for the charitable
food system to distribute healthy food.
Healthy alternatives almost always cost
more, they are often perishable, and they
often require more preparation time

which can be costly to provide.

So, although there has been strong
investment and tremendous progress

at the system level, there is still a lot to
be done. It will always be cheaper to
distribute a box of mac and cheese than

it will be to distribute a peach.

TFAH: You’ve been a leader in grassroots
anti-hunger programs in the San Francisco
area, programs like EatSF, a healthy food
voucher program. Are these programs
making a difference in food insecurity for
San Francisco families and children?

Dr. Seligman: EatSF is one of a rapidly
growing ecosystem of state and local
food voucher programs and produce
prescription programs in the U.S.
These programs have functioned as

a way for local leaders and health
systems to say: We see we have this critical
problem of nutrition insecurity in our
community, this is not acceptable in the
richest county in the U.S., and we are going
to do something about it. I think that is
amazing, and I am privileged to be a

part of that movement.

But, let’s be honest, the nutrition
security problem in the U.S. is not going
to be solved by small local programs.
We need a systems-based approach. We
need better policies to address nutrition
security, and we need to rectify the

way in which our current policies work
better for white people than they do for

people who are not white.

TFAH: Can you say more about that?
How does current policy work better for

white people than for people of color?

Dr. Seligman: SNAP program policies
are a good example. In order for able-
bodied adults to receive SNAP benefits
they have to be working. For a myriad
of reasons, Black people are less likely
to be able to secure employment. They
are therefore less likely to be able to
meet the work requirements that would
allow them to enroll in SNAP, even if

they are food insecure.

TFAH: You direct the National Clinician
Scholars Program at the UCSF School

of Medicine. The goal of the program is

to train clinicians to be change-agents in
order to improve their patients’ health. Are
clinicians and the healthcare system doing
enough to address the social determinants
of health? Are they well-prepared to treat
their patients who have obesity?

Dr. Seligman: Traditionally, healthcare
in the U.S. has focused on treating, not
preventing, disease in individuals. The
evidence is very clear that this is the
worst way to approach obesity: first to do
it at the treatment stage (when obesity
has already developed, rather than to
prevent the onset of obesity) and second
to do it by attempting to change people’s
behaviors, rather than changing the

environments that resulted in the onset of



obesity to begin with. So, although I hate
that we need to be having this discussion
at all, we do. We do because the U.S. has
completely failed at prevention efforts and
at policy and environmental approaches

to obesity prevention for decades.

So now, what needs to be done? Obesity
and poor diets are the biggest drivers

of healthcare costs in the country—

so the healthcare system has to get
involved (whether it is traditionally

in their wheelhouse or not), and the
best way to do this is by addressing
social determinants of health and food
environments. It is not a comfortable fit
for the healthcare system, but there really
is no other choice. And because it is not
a comfortable fit and requires a new way
of thinking about healthcare and new
kinds of engagement and policy change,
we have to nurture the next generation
of healthcare leaders to be able to tackle

these really complicated problems.

TFAH: What are the links between public
policy and obesity? What policy actions or

changes would you like to see enacted?

Dr. Seligman: Oh, there are so many

of them—dozens if not more are being
discussed as potential approaches for the
next Farm Bill. At the federal level alone,
there are policy levers that Congress,
USDA, and the FDA have authority over
that could help reverse obesity trends.
Let’s start with an enormous one: SNAP.
Early in my career I worked on health
literacy, and I was always challenged

by the lack of existing infrastructure

to reach people with effective health
literacy interventions. Food insecurity

is not like that. SNAP works. It reaches
almost 50 million people in the U.S.
annually. It is available in every county
nationwide. It helps families to afford
more nutritious food. So, we have the
tools, we have the evidence, and we

have the infrastructure to solve food

insecurity in the U.S. What we lack is the
political will. We need to expand SNAP
eligibility to all the people who aren’t
receiving the food they need but who are
not currently eligible for benefits, and
we need to raise benefit rates to allow for
the purchase of healthy food. If these
changes are made, it is very clear to me
that they will have a substantial impact

on obesity rates and on public health.

TFAH: There have been a number of
waivers in federal food programs like
SNAP, WIC, and school meals, during
the COVID-19 pandemic to better reach
individuals and families during the public
health emergency. Are there any lessons

we can learn from these policy changes?

Dr. Seligman: Yes! The predominant
lesson is: these programs work. Food
insecurity rates did not increase nearly
as much as anticipated during the
pandemic, although there were certainly
vast disparities in how the pandemic
impacted different communities. Why
didn’t rates of food insecurity rise as
much as anticipated? Because we had
the will to do the things we knew—based
on a tremendous amount of evidence—
would make a difference. When we make
it easier for people to enroll in SNAP,
more people have access to benefits and
food insecurity falls. When we provide
money on debit cards to replace the
meals not being served in schools, food
insecurity falls. When stimulus checks
were sent to people across the U.S. in
response to the pandemic, low-income
households reported that food was the
first or second most covered item from

the stimulus money.

The really optimistic lesson is that we
know how to address hunger, nutrition
security, and obesity prevention
through good public policy. Now we just
have to keep these programs in place as

interest in the pandemic wanes.

TFAH
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SECTION 2

The State of
Obesity

Obesity-Related Data and Trends

TRENDS IN ADULT OBESITY (BmI >30)

The National Health and Nutrition Examination Survey
(NHANES) conducts in-person exams to determine participants’
height, weight, as well as other physical measures. The COVID-19
pandemic disrupted the 2019-2020 collection processes, so the
latest data available is combination of data from the 2017-2018
and 2019-2020 surveys. The Behavioral Risk Factor Surveillance
System (BRFSS) polls individuals about their health via telephone
and was able to continue through the pandemic, including
recently released 2021 data. Both NHANES and BRFSS show
long-term trends of rising obesity rates among adults. The latest
NHANES data shows the adult obesity rate passing 40 percent
nationally.#?#10:241.242283 This subsection provides the most recent

data available on adult obesity levels by state and by demographics.

DATA SOURCES FOR ADULT OBESITY MEASURES

1. The National Health and Nutrition Examination Survey is the source for
the national obesity data in this report. As a survey, NHANES has two main
advantages: (1) it examines a nationally representative sample of Americans ages
2 years and older; and (2) it combines interviews with physical examinations. The
downsides of the survey include a time delay from collection to reporting and a
small survey size (approximately 5,000 interviews) that is not designed to be used
for state or local data.?**

2. The Behavioral Risk Factor Surveillance System is the source for state-level
adult obesity data in this report. As a survey, BRFSS has three major advantages:
(1) it is the largest ongoing telephone health survey in the world (approximately
450,000 interviews per year); (2) each state survey is representative of the
population of that state; and (3) the survey is conducted annually, so new obesity
data are available each year.?® The limitations of the survey includes use of self-
reported weight and height, which result in underestimates of obesity rates due
to people’s tendency to over-report their height and under-report their weight.
Also, the sample sizes in some states are too small to be useful for providing
estimates about racial and ethnic groups.



i. State Obesity Rates

State-level obesity rates vary considerably,
from a low of 24.7 percent in the District of
Columbia to a high of 40.6 percent in West
Virginia, according to TFAH’s analysis of
2021 BRFSS data. Other key findings from

the recently released data include:

® In 2021, the adult obesity rate was
at or above 35 percent in 19 states.
Nebraska, North Carolina, and South
Dakota had adult obesity rates above
35 percent for the first time in 2021.246

® In comparison, no state had an adult
obesity rate higher than 15 percent
in 1985; in 1991, no state was over
20 percent; in 2000, no state was
over 25 percent; and, in 2006, only
Mississippi and West Virginia were

above 30 percent.*’

® Between 2020 and 2021, 17 states had
statistically significant increases in
their obesity rate. This is a change from
recent years: between 2019 and 2020,
three states had statistically significant
increases in their adult obesity rate and
between 2018 and 2019, two states had

statistically significant increases.?*®

® In the prior five years (2016-2021),
more than half of states (29) had
statistically significant increases in

their increases in their obesity rate.

For additional state-level data from
BRFSS, see the charts on pages 28-30.

Percent Change in Adult Obesity Rates by State, 2016-2021

) e —H [ Obesity rates increased <5%
[] Obesity rates increased 5% — <10%
[ Obesity rates increased 10% — <15%
[l Obesity rates increased 15%+
SOURCE: TFAH analysis of BRFSS data [l Data not available
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Source: TFAH analysis of BRFSS data

WHY ARE REPORTED NATIONAL OBESITY RATES HIGHER THAN STATE-BY-STATE RATES?

How is it that only 19 states have adult obesity rates exceeding weight. In fact, one study found that, due to this phenomenon,

35 percent, yet the national obesity rate is 41.9 percent? It's the BRFSS may underestimate obesity rates by nearly 10
because the two rates are from separate surveys with different percent.?*®> NHANES, from which the national obesity rate is
methodolo